Sarcoidosis is a systemic illness of unknown etiology, characterized histologically by the formation of noncaseating granulomata in the affected tissue. The most common sites of involvement include the pulmonary system; however, neurologic involvement may be seen as well, though typically presenting with systemic findings.
underwent excisional biopsy of a right axillary lymph node, which on histopathology demonstrated numerous well-formed, nonnecrotizing granulomata. Gomori methenamine silver and acid-fast stains were negative for fungi and acid-fast bacteria, respectively. Flow cytometry performed on peripheral blood, CSF, and the right axillary lymph node did not identify any abnormal B-or T-cell populations. She was diagnosed as probable neurosarcoidosis, with biopsy that confirmed systemic sarcoidosis in the context of a consistent clinical neurologic syndrome. A brain biopsy was considered but deferred given the risk. Her fevers and neurologic symptoms promptly improved after initiation of an empiric three-day course of IV methylprednisolone 1000 mg daily, followed by a slow oral prednisone taper. She was placed on mycophenolate mofetil for maintenance therapy. At 1 month after discharge, her neurologic symptoms had completely resolved, and she returned to work. At 6 months clinic follow-up, she had no residual symptoms or neurologic signs and had no recurrent episodes. At 22 months electronic and phone follow-up, she continued to report stability without residual symptoms. Repeat FDG-PET scan was considered to determine change in hypermetabolic activity after treatment, but could not be obtained because of cost barriers.
Discussion
We present a unique case of probable neurosarcoidosis with a clinical presentation and a pattern of diffuse cerebellar involvement that has not been previously reported in the literature to our knowledge. 1, 5, 6 Extensive diagnostic workup with MRI, CSF analysis, and serologic studies was unrevealing, and the diagnosis was uncertain until FDG-PET discovered cerebellar pathology and additional lymphadenopathy, eventually allowing confirmation of systemic sarcoidosis. FDG-PET is often used in the workup of malignancy, and more recently, it has become increasingly established to identify hypermetabolic extrapulmonary sites of sarcoidosis. 3, 7 However, FDG-PET findings of CNS activity are not well established to diagnose neurosarcoidosis. Our case demonstrates that FDG-PET may show abnormal metabolic activity in the brain even when conventional MRI imaging is unrevealing. Such discrepancy between MRI and FDG-PET findings has been previously reported in 2 cases of spinal sarcoidosis. 4, 5 In addition, FDG-PET may identify lesions amenable to biopsy even when conventional imaging techniques do not. In summary, FDG-PET may have a critical role in contributing to the diagnosis of neurosarcoidosis, especially when serologic studies and conventional imaging remain nondiagnostic.
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